Solid adnexal masses, while less common than their cystic counterparts, may present a challenge for radiologists given the wide range of histologic entities that occur in this region. Pelvic masses, especially when large, can seem overwhelming at first but application of an algorithmic approach allows for more confident assessment. This approach focuses first on the use of anatomic relationships and interactions of various pelvic structures to localize the mass' origin. For instance, the directionality of ureteral displacement can suggest if a mass is intra or extraperitoneal. Then, key discriminating imaging features, such as the presence of fat, hypervascularity, or low T2 signal on magnetic resonance imaging (MRI) can be applied to further narrow the list of diagnostic possibilities. Entities such as leiomyomas, nerve sheath tumors, congenital uterine anomalies, and vascular abnormalities (ovarian torsion or iliac vessel aneurysm) in particular are often accurately characterized with sonography and/or MRI. For solid adnexal masses in which a definitive diagnosis by imaging is not reached, information germane to clinicians regarding further management can still be provided, principally with regard to surgical vs. nonsurgical treatment.
benign, differentiating adnexal masses that require higher levels of care can be challenging. Even nonmalignant lesions will not all be treated the same, as some require surgical excision, while others can be followed with imaging or disregarded all together. While not as common as their cystic counterparts, solid adnexal masses are still frequently encountered. Solid or predominantly solid masses are often discussed in the context of adnexal masses in general and have not received nearly as much consideration as cystic lesions. Despite overlap of the pathologic entities that may manifest as either a solid or cystic adnexal mass, a variety of disease processes will present only as a solid adnexal mass and, as such, this topic warrants specific deliberation. In this article, the authors will provide a review of potential lesions presenting as solid adnexal masses, with emphasis on the use of anatomic landmarks and imaging characteristics to narrow the differential diagnosis or, in some cases, arrive at the specific diagnosis. Utilization of a practical algorithmic approach will also be outlined ( Fig. 1) as a means to simplify the evaluation of a solid adnexal mass.
Anatomy

Overview
The word ''adnexa'' does not represent a distinct anatomic structure but generally refers to the ovaries, fallopian tubes, and surrounding ligaments when used in the context of the female pelvis. It is derived from the Latin verb adnectere meaning ''tie or bind to'' and alludes to the appendages of a specific organ [1] . For example, the eyelids and lacrimal apparatus comprise the adnexa of the eye while, within the pelvis, the adnexa are the appendages of the uterus. While commonly encountered in the medical and, in particular, Correspondence to: Michael J. Reiter; email: mikereiter13@yahoo.com the radiology lexicon, the term adnexa is vague and does not accurately reflect the complex anatomy of the female pelvis. A thorough understanding of the anatomic relationships between the various pelvic organs and supporting structures is vital for imagers in order to accurately determine the origin of a mass, as well as to evaluate for extent of disease in the case of a malignant tumor.
Radiologic clues to the origin of an adnexal mass
Mass location. The pelvis is generally divided into two major compartments, the intra-and extraperitoneal spaces, which are separated by peritoneal reflections. The uterus is located within the extraperitoneal space, along with the bladder, ureters, lower third of the rectum, and pelvic lymph nodes. The ovaries, sigmoid colon, and upper two thirds of the rectum are all contained within the peritoneal cavity. The location of the ovaries within the pelvis is not fixed although they typically lie just lateral to the uterus and posterior to the round ligaments, with anterosuperior midline and posterior cul-de-sac locations less commonly seen [2] . However, the relationships of the ovaries with other pelvic structures are consistent, and use of this undeviating anatomy can allow the organ of origin of a pelvic mass to be determined. Identifying the ovaries in postmenopausal women can be particularly difficult which further emphasizes the importance of recognizing these anatomic relationships.
Deviation of pelvic structures. Given that the pelvic ureter courses lateral or posterior to the ovary, an ovarian mass will displace the ureter laterally or posteriorly. A mass arising from the extraperitoneal space, on the other hand, will generally cause anterior or medial displacement of the ureter [3] . Two important caveats to note are exophytic uterine and bladder masses. These two entities behave as intraperitoneal structures since both organs project into the peritoneal cavity and will displace the ureter posterolaterally (Fig. 2) . Other findings that suggest a pelvic mass is intraperitoneal include displacement of the sigmoid colon superiorly and posteriorly, impression upon the bladder dome, and compression of the rectosigmoid junction. On the other hand, posterior displacement of the bladder, communication superiorly with the pararenal space, or anterior deviation of the rectum (particularly for masses in the presacral space) all herald an extraperitoneal site of origin.
Relationship of ovary. Utilization of a few additional imaging signs further aids in determining a mass' precise site of origin. The ovarian crescent sign is defined as the presence of normal ovarian tissue adjacent to an adnexal mass which is contained within the ovarian capsule. The mass would, therefore, clearly be of ovarian origin. Masses demonstrating an ovarian crescent sign are also more likely benign [4] . Another sign to determine the ovarian origin of a large pelvic mass is to detect continuity of the gonadal vein to the mass. This is most commonly referred to as the ovarian suspensory ligament sign or the ovarian vein sign [5, 6] . Small and large bowel neoplasms can mimic an ovarian mass given that they both reside within the peritoneal compartment. Continuity of mesenteric veins with a pelvic mass suggests that it is intraperitoneal but of gastrointestinal or mesenteric origin, in contradistinction to the ovarian suspensory ligament sign (Fig. 3) [7] .
Relationship of vessels. Encasement of the external iliac vessels, which lie along the pelvic sidewall, as well as effacement of the pelvic musculature indicates an extraperitoneal origin of a pelvic mass [2] . The bridging vascular sign refers to identification of vessels at the interface between the uterus and an adnexal mass and indicates that the mass is of uterine origin (Fig. 3) [8] .
Criterion for a solid adnexal mass
The differentiation of purely solid vs. predominantly solid lesions is important. Prior studies have allowed for up to a 20 % cystic component in what they classified as a ''solid'' mass [9, 10] . Other authors, however, believe that the overwhelming majority of completely solid masses are benign (most frequently representing either a pedunculated leiomyoma or ovarian fibroma), whereas those with some cystic component, regardless of its size, have a greater potential for malignancy [11] . This axiom is most evident when evaluating risk stratification scoring systems which have been developed to determine the probability that an adnexal mass harbors malignancy. In these systems, the presence of solid tissue is heralded as a poor prognostic marker, as the general principle is the larger the solid component of an adnexal mass, the higher the risk of malignancy [12, 13] . For the purpose of this discussion, adnexal masses which are more solid than cystic in composition will be considered since a standardized definition does not exist. The rationale for this approach is that cystic change is common in both fibroids and fibromas [14, 15] , so inclusion of only entirely solid masses would not truly represent what imagers encounter in everyday practice. The converse may be true as well, as it is tenable for both ovarian and nonovarian pelvic malignancies to present as a homogeneously solid mass.
Role of imaging
The primary goal of imaging is to be able to distinguish between benign and malignant solid adnexal lesions as this will help determine which patients need surgery and whether referral to a gynecologic oncologist is required. Ultrasound (US) is typically the initial imaging modality performed to confirm and characterize an adnexal mass suspected on physical exam or incidentally detected on computed tomography (CT), or to evaluate women presenting with pelvic symptoms. Sonographic features of a solid adnexal mass such as homogeneous hypoechogenicity, well-circumscribed margins, absent vascular flow, and no cystic component suggest benignity [16] . Unfortunately, one of the more common reasons for an indeterminate sonographic diagnosis is a solid or predominantly solid adnexal mass, as this lowers the specificity for US [17] .
In the clinical context of a solid adnexal mass, magnetic resonance imaging (MRI) has proven to be highly effective, as it not only results in more correct diagnoses confirmed at surgery but it is also the most cost effective intervention since it obviates the need for surgery in many cases [18, 19] . MRI has improved accuracy in adnexal mass characterization, specifically of the solid variety, compared to US due to its superior contrast resolution. Diffusion-weighted imaging (DWI), as well as perfusion imaging, improves the diagnostic certainty obtained with conventional MRI sequences (T1-and T2-weighted sequences with and without fat saturation) alone [20] . For primary ovarian masses in particular, utilization of MRI with a multiparametric protocol to include DWI, dynamic contrast-enhanced imaging, and quantitative T2 mapping has demonstrated the potential to improve upon the 84 %-93 % accuracy rates reported for conventional techniques to differentiate malignant from benign lesions [21] .
CT has typically been reserved for imaging known gynecologic malignancies for the purposes of staging, although the increased utilization of CT for suspected abdominopelvic pathology has led to the detection of numerous incidental adnexal masses [22] . Investigation into the significance of these adnexal incidentalomas discovered on CT has demonstrated that the majority are benign, even in patients with known malignancy [23] . The development of a CT adnexal mass score has also been undertaken with the goal of predicting malignant This connotes ovarian origin of the mass. B 76-year-old woman with lymphoma. A soft tissue mass (M) is present within the left pelvis on axial CT which encases the left iliac vessels (arrowhead) and effaces the iliacus muscle, indicating that the mass is extraperitoneal. Normal right iliacus muscle denoted with arrow for comparison. Pelvic lymph nodes are an extraperitoneal source of adnexal disease. C 60-year-old woman with uterine leiomyoma and the bridging vascular sign. Axial T2-weighted magnetic resonance (MR) image shows a pelvic mass (M) abutting the uterus (U) with numerous flow voids (arrow) at their interface, characterizing the mass as uterine in origin. D 30-year-old woman with small bowel gastrointestinal stromal tumor (GIST). Large right pelvic mass (M) is present on coronal CT maximum intensity projection (MIP) image with numerous tributaries of the superior mesenteric vein (SMV) draining the lesion (arrow). This indicates that the mass is of gastrointestinal or mesenteric origin and assists in distinguishing it from an ovarian mass, which would also be intraperitoneal.
potential based on serum CA 125 levels, patient age, and CT findings. Solid lesions, lymphadenopathy, and the presence of ascites or omental caking all warrant higher scores [24] .
Gamut of solid adnexal masses
A list of the various entities that can present as a solid adnexal mass is provided in Table 1 . Determining that a pelvic mass is extraovarian has typically been thought of as a reassuring finding as ovarian cancer is no longer of concern [25, 26] . However, several malignant extraovarian entities exist which render this approach problematic (Fig. 4) .
Neoplasms: ovarian
Ovarian tumors are categorized as surface epithelialstromal tumors, germ cell tumors, sex cord-stromal tumors, and metastatic tumors based on nomenclature assigned by the World Health Organization (WHO). Given that the majority of epithelial tumors are cystic, sex cord-stromal, and germ cell tumors will be presented first since they have a greater tendency for being solid despite a lower overall incidence. Once determined to be ovarian in origin, a solid adnexal mass remains a challenge with regard to management due to the diverse histologies and imaging appearances that exist. Regardless of its assigned WHO category classification, however, an ovarian malignancy will be staged according to the International Federation of Gynecology and Obstetrics criteria [27] .
Sex cord-stromal tumors
Sex cord-stromal tumors comprise approximately 8 % of ovarian neoplasms. They are unique in that all age groups are affected, and these tumors have a tendency to be hormonally active [28] . The most common types of sex cord-stromal tumors are fibrothecomas, Sertoli-Leydig cell tumors, and granulosa cell tumors. Fibromas and fibrothecomas are benign and represent the most common solid primary ovarian tumors in asymptomatic women of all ages [29] . They can present with Meigs syndrome, the triad of a benign ovarian lesion, ascites, and pleural effusion, which may mimic ovarian carcinoma. Thecomas predominantly occur in postmenopausal patients and typically appear as a mixture of fibroma and thecoma elements, and hence the term fibrothecoma [30] .
Sonography of fibromas and fibrothecomas most commonly demonstrates a homogenous hypoechoic mass with posterior shadowing, although a broad spectrum of features has been reported [31] . A solid mass with delayed enhancement will be seen at CT [32] . On MRI, the majority of fibromas and fibrothecomas will be iso to hypointense relative to uterine myometrium on both T1 and T2-weighted images, as they are comprised an abundant amount of collagen. Dense calcifications can be seen [33] . Following gadolinium administration, there is delayed enhancement which will be less avid in comparison to the uterine myometrium (Fig. 5) . Heteroge- Fig. 4 . 77-year-old woman with leiomyosarcoma. Axial CT image demonstrates a solid right adnexal mass (M) with scattered small foci of cystic change causing anterior displacement of the bladder (star). Normal ovaries were not identified in this postmenopausal patient, and free pelvic fluid (arrow) was present which is suspicious for primary ovarian neoplasm. Leiomyosarcoma was histologically confirmed after resection which highlights that extraovarian malignancy can occur and manifest as a solid adnexal mass. In retrospect, the right ureter was displaced anteriorly by the mass (not shown), suggesting an extraperitoneal site of origin. neous signal on T2-weighted images may be seen, particularly with larger lesions (>6 cm), representing edema or cystic degeneration. Specifically, cystic spaces are present in up to half of fibromas and fibrothecomas [15] . As thecomas are comprised lipid-laden stromal cells, chemical shift MR imaging may be employed to detect intratumoral lipid for diagnosis [34] . DWI is unable to differentiate fibrothecomas from other solid ovarian masses; however, the quantitative apparent diffusion coefficient is lower on average for a fibrothecoma compared to a uterine leiomyoma [35] . This can be of value as leiomyomas and fibrothecomas often have overlapping features on conventional MRI sequences.
Sertoli-Leydig cell tumors occur in patients less than 30 years of age, and are considered to be a low-grade malignancy [36] . While rare, they are the most common virilizing ovarian tumor, although only one-third are hormonally active. Sertoli-Leydig cell tumors appear as solid enhancing masses with intermediate T2 signal and variable sized cystic spaces on MRI [33] .
Granulosa cell tumor is the most common malignant sex cord-stromal tumor, although it accounts for less than 5 % of all ovarian malignancies [28] . A wide spectrum of imaging findings has been described, to include solid appearing masses, tumors with internal hemorrhage, and multilocular cystic lesions [33] . 
Germ cell tumors
Germ cell tumors represent the second most common group of ovarian neoplasms. Mature cystic teratomas are by far and away the most common lesion in this group but will be not discussed as they are predominantly cystic. Struma ovarii consists mainly of thyroid tissue and represents a rare type of benign germ cell tumor. In a small percentage of cases, these tumors can secret thyroid hormone and will present with the classic signs and symptoms of hyperthyroidism. US features of struma ovarii include a multilocular cystic mass with solid areas [37] . The findings on CT and MRI may be more characteristic as the cystic spaces may show high attenuation and low T2 signal, respectively, due to the iodine-containing gelatinous colloid material of the struma [38] .
The remaining entities that comprise this group are all malignant and rare, to include immature teratoma, dysgerminoma, and endodermal sinus tumor. Malignant germ cell tumors tend to be variable in appearance but the majority are mixed cystic and solid, with the solid component comprising greater than 50 % of the total lesion [39] . Distinguishing between mature and immature teratomas is particularly difficult due to the overlap of radiographic features, with a solid component often mentioned in the literature as one finding to suggest an immature teratoma (Fig. 6) . However, large solid portions of tissue are sometimes present in mature cystic teratomas as well [40] . Immature teratomas may contain small foci of macroscopic fat, mimicking a mature cystic teratoma, although identification of scattered calcifications is more characteristic of the former [28] . Dynamic contrast-enhanced MRI cannot differentiate benign from malignant ovarian teratomas as there is significant overlap in the time intensity curves for both histologic groups [41] .
Surface epithelial-stromal tumors
Surface epithelial-stromal tumors comprise the most common group as they represent 60 % of all ovarian neoplasms [42] . Based on their histologic characteristics, they can be characterized as benign, malignant, or borderline (also known as ovarian tumors of low malignant potential). Epithelial tumors are primarily cystic lesions with variably sized solid components. A correlation exists between the likelihood of malignancy and the amount of solid tissue present [43] . Ascites, peritoneal or omental implants, adjacent organ invasion, and lymphadenopathy are ancillary signs that are highly suggestive of malignancy, although they are not specific for an ovarian primary (Fig. 7) .
Brenner tumors (also known as transitional cell tumors) are usually small (<2 cm) and may appear as a multilocular cyst or a solid mass on US, CT, or MRI. They are infrequently malignant and are composed of transitional cells with a prominent fibrous stroma. It is this fibrous stroma that gives benign Brenner tumors their low signal intensity on T2-weighted imaging [44] . Calcifications are often present within the solid portion of this tumor, and are best depicted on CT or US.
Metastatic tumors
Metastatic tumors of the ovary comprise 10 % of all ovarian neoplasms and are most commonly the result of primary tumors of the stomach and colon, followed by the breast, lung, and pancreas [45] . The radiologic appearance of metastatic ovarian tumors has significant overlap with that of primary ovarian malignancy, rendering accurate distinction difficult. Ovarian metastases are typically favored when bilateral and predominantly solid masses are encountered in a patient with a known primary cancer. Low T2-signal intensity of the solid component has frequently been observed for metastatic tumors due to the presence of collagen. However, the degree of T2 hypointensity for metastases is less than that of adjacent skeletal muscle (Fig. 7) . This is in contradistinction to lesions that are at least as dark as skeletal muscle on T2-weighted images, which are universally benign [46] . 
Neoplasms: nonovarian
Leiomyomas
Leiomyomas are the most common benign uterine neoplasm. Subserosal leiomyomas may be pedunculated and can simulate an adnexal mass, specifically if the connecting stalk of tissue is not visualized on imaging. A hypoechoic mass in relation to the uterine myometrium will be seen on US. A homogeneous low attention mass is the usual appearance on CT, while leiomyomas on MRI are typically T2 hypointense relative to the myometrium due to its fibrous content and densely packed smooth muscle cells [47] . Enhancement is variable, but rapid uptake similar to normal uterine myometrium is most common. Multiple types of degeneration have been described, and edema is a common histopathologic finding, seen in approximately 50 % of fibroids [48] . While rare, awareness of uterine lipoleiomyomas is important in order to differentiate them from ovarian mature cystic teratomas or other macroscopic fat containing pelvic lesions.
Nerve sheath tumors
Peripheral nerve sheath tumors can be divided into neurofibromas, schwannomas, and malignant peripheral nerve sheath tumors. A well-circumscribed hypoechoic lesion will be seen on US for either a schwannoma or neurofibroma, and increased through transmission may be present, mimicking a cyst. Some nerve sheath tumors will demonstrate the target sign, as demonstrated by central increased echogenicity with a surrounding zone of increased echogenicity [49] . CT will reveal a hypoattenuating mass in relation to skeletal muscle which enhances after contrast administration. On MRI, they are homogeneously hyperintense on T2-weighted images or will show the target sign which manifests as a focus of lower T2 signal centrally [50] . Pathologic analysis has shown that the target sign corresponds with a fibrous component centrally and myxomatous elements peripherally. Imaging features of neurofibromas and schwannomas are similar, and the two often cannot be distinguished. Findings that should raise suspicion for malignant peripheral nerve sheath tumors include large tumor size (>5 cm), central necrosis, and infiltrating margins [50] .
Gastrointestinal stromal tumors
Gastrointestinal stromal tumors (GISTs) are mesenchymal neoplasms that can occur anywhere along the gastrointestinal tract [51] . They have a propensity for exophytic growth as they arise from the outer muscular wall. GISTs are avidly enhancing masses on CT which frequently have lower density central regions secondary to necrosis or hemorrhage. The MRI appearance is variable but the solid portions of these tumors typically demonstrate increased and decreased signal intensity on T2-and T1-weighted images, respectively, and prominently enhance following intravenous gadolinium administration [52] . When present, intralesional hemorrhage ranges from high to low signal intensity depending on its age.
Pheochromocytomas
10 % of pheochromocytomas are extraadrenal and are referred to as paragangliomas, which have a higher reported incidence of malignancy than their adrenal counterparts [53] . Arising from the sympathetic paraganglia, they are most frequently found in the retroperitoneum [54] . CT reveals a homogeneous or heterogeneous mass, depending on the presence of cystic change. There is typically avid enhancement. On MRI, a mass with increased T2-weighted signal is seen. There are often scattered internal flow voids within these tumors, representing intratumoral vessels, creating a salt and pepper pattern [55] . The presence of highly vascularized fibrous septa intermixed between the neoplastic chief cells account for the hypervascularity seen following contrast administration.
Inflammatory myofibroblastic tumor
Inflammatory myofibroblastic tumor (IMT) is the preferred term for a histopathologic entity of intermediate biologic potential previously categorized under the umbrella term of inflammatory pseudotumor [56] . The imaging characteristics of IMTs are variable and nonspecific, likely reflecting the varying degrees fibrosis, cellular infiltration, and inflammation found at histology. Sites of involvement in decreasing frequency are the mesentery, liver, bladder, retroperitoneum, and bowel [57] . Most IMTs appear heterogeneously hypoechoic on US without significant flow, although hypervascular lesions may be encountered. A heterogeneous mass will be demonstrated on CT with progressive contrast enhancement, related to fibrosis. On MRI, IMTs are typically low in signal on T1-weighted images and mildly hyperintense on T2-weighted images (Fig. 8) [58] .
Miscellaneous
Soft tissue sarcoma (liposarcoma, leiomyosarcoma, etc.), exophytic colon carcinoma, and lymphoma are additional nonovarian origin malignancies which may manifest as a solid adnexal mass. However, an in depth discussion of these entities is beyond the scope of this article.
Vascular
Ovarian torsion
Ovarian torsion is a common gynecologic surgical emergency. US is the primary modality used when torsion is suspected clinically, as it has a reported specificity of 93 % [59] . The most reliable sign of torsion is enlargement of the ovary. Absent venous and/or arterial flow decreased echogenicity of the stroma centrally secondary to edema, and peripherally arranged follicles are all additional findings suggesting the diagnosis [60] . If normal ovarian follicles are not present, or if they are not peripherally located, then the likelihood of misinterpreting torsion as a mass increases (Fig. 9) . Findings of torsion on CT and MRI are nonspecific and include deviation of the uterus toward the affected ovary, engorged blood vessels on the side of torsion, a thickened fallopian tube, and ascites [61] .
Aneurysm
An isolated aneurysm of the iliac artery or an iliac venous varix are both extremely rare. On noncontrast CT or MRI, either may be mistaken for a solid adnexal mass if it is saccular and the point of origin from the vessel is not clearly delineated. On US, the diagnosis is straightforward as continuity with the iliac vessel, and internal flow will be readily demonstrated.
Congenital
Mullerian duct anomalies
Of the seven classes of mullerian duct anomalies described by the American Society for Reproductive Medicine, both Classes I and II anomalies have potential features which can be misinterpreted as solid adnexal masses at radiologic evaluation.
Class I anomalies fall under the broad category of abnormal development of the mullerian ducts, resulting in variable degrees of hypoplasia or agenesis involving the uterus, cervix, or vagina. Accurate characterization of this category of anomalies is difficult on US. MRI allows for differentiation of vaginal agenesis and hypoplasia as well as for determining the degree of uterine hypoplasia [62] . A functional uterine remnant may be present with poorly defined zonal anatomy, thus mimicking an adnexal mass.
Class II anomalies are unicornuate uteri. When present, the rudimentary horn may or may not contain endometrium and is referred to as cavitary or noncavitary, respectively. Detection of a rudimentary horn could, therefore, mimic a solid adnexal lesion on US, especially if it is noncavitary as an echogenic endometrial stripe will not be present [63] . MRI is the imaging modality of choice, as a small, curved, and elongated uterus will be demonstrated. If a noncavitary rudimentary horn is present, then it will appear as a low signal intensity structure on T2-weighted images, whereas a cavitary horn will display the typical zonal anatomy (Fig. 10) [64] . Fig. 9 . 15-year-old girl with ovarian torsion. A Transabdominal US image shows a solid hypoechoic structure within the right adnexal region. No internal flow was present on color or power Doppler. There were no follicles to confirm this structure as the right ovary. B The solid right adnexal mass (arrowhead) is demonstrated on axial CT with central low attenuation and an adjacent cystic lesion (arrow). A normal right ovary is not identified, and the patient had minimal pain. A complex solid and cystic ovarian mass was initially favored; however, a torsed right ovary secondary to a dominant follicle was found at surgery. While it is more likely for an ovarian mass to be mistaken for torsion, the reverse is possible as well since the ovary will be enlarged with altered echogenicity relative to the normal contralateral one on US, mimicking a neoplasm.
Ectopic kidney
A pelvic kidney is the most common form of renal ectopia. Given that they often lack the expected reniform shape, confident diagnosis of an ectopic kidney might not always be straightforward on US. CT and MRI can be confirmatory as the ectopic kidney will demonstrate typical renal imaging characteristics.
Conclusion
Imaging, regardless of the modality employed, will be unable to confirm a specific diagnosis for countless solid adnexal masses. However, knowledge of both pelvic anatomy and key imaging characteristics of the various pathologic entities will allow radiologists to identify the anatomic site of origin and formulate a concise differential. Most importantly, benign ''do not touch'' lesions can be confidently identified and appropriately managed, as can the majority of malignancies. Fig. 10 . 12-year-old girl with Class II mullerian duct anomaly. A Transabdominal US image shows a solid hypoechoic mass (arrow) adjacent to but separate from the right ovary (arrowhead). B denotes the bladder. B Axial T2-weighted image demonstrates the right adnexal mass to be a noncommunicating cavitary rudimentary horn (white arrow) abutting a normal right ovary (arrowhead). Zonal anatomy of the rudimentary horn is manifested as central T2 hyperintensity representing the endometrium surrounded by intermediate T2-weighted signal of the myometrium. C Sagittal T2-weighted image shows the unicornuate uterus (black arrow). Suspicion for a unicornuate uterus should be raised when a smaller than average sized uterus is present and is deviated off of midline on imaging.
